Introduction
Social class is strongly associated with disparities in a wide range of health outcomes, including quality of life, disabilities, incidence of disease, access to medical care, and premature mortality.1A
In the United Kingdom and western Europe, government publications routinely report social class differentials in health outcomes.5 '6 In contrast, many US health surveillance systems do not routinely collect social class data, and insufficient attention has been given to developing appropriate methodologies for analyzing the limited social class data that are currently available.6 Reporting of social class in surveillance data is a necessary tool for the development and evaluation of public health programs that have as their goal the reduction of social inequalities in health. Furthermore, statebased surveillance of social class and health would permit the examination of geographic variations that cannot be assessed in national aggregate data.
Ideally, measures of wealth, employment status, occupation, education, and income should all be used in representing an individual's social class position."r However, simplicity, flexibility, low cost, and timeliness are crucial for populationbased surveillance. 9 In this study, we developed a method for state-based surveillance of social class and premature mortality, using occupation as an indicator of social class. Problems with defining social class on the basis of the occupation "homemaker" precluded analyses of women; in our discussion, we recommend improvements in data collection to permit analyses of women. Using data from North Carolina, we examined trends in all-cause mortality by social class for men aged 35 through 54 years for 1984 through 1993. We examined Blacks and Whites separately. Our purpose was to examine race not as a biological risk factor but, rather, as a sociological category that represents "the interaction of biological, cultural, socioeconomic, political, and legal detenninants (including racism)" IO(PIO) on health outcomes.
Methods
Four social classes were defined along two dimensions for this study, with 
Socioeconomic data for men in each social class were obtained from the 1990 Public Use Microdata Sample file. Annual race-and age-specific all-cause mortality rates for men were calculated for the years 1984 through 1993 by social class and were directly age-adjusted to the 1980 US population. Deaths (in the numerator) and persons (in the denominator) for whom social class was missing were excluded from mortality rate calculations. Graphs of all-cause mortality trends were created, by the use of 3-year running-average rates for all groups to control for annual instability.
Results
Among men aged 35 through 54, Whites were twice as likely as Blacks to be in the highest social class, while Blacks were twice as likely as Whites to be in the lowest social class ( Table 2) . Median household income and completion of a high school education were positively associated with higher social class. Among men who had not been in the labor force in the preceding 5 years, work-limitation disabilities were highly prevalent.
Among both Whites and Blacks, the lowest mortality rates were observed for the highest class, and the highest mortality rates were experienced by men in the lowest class (Figure 1 ). In 1992, Black secondary blue-collar workers were 2.4 times as likely to die as Black primary white-collar workers. Similarly, White secondary blue-collar workers were 2.0 times as likely to die as White primary white-collar workers.
Mortality rates were at least two times as high among Blacks compared with Whites in all social classes. Black men in the lowest social class were over 4.5 times as likely to die prematurely as White men in the highest social class during the study period. There were no notable increases in mortality among White men from 1984 through 1993; among Black men, mortality increased for all social classes.
Discussion
In this study, a substantial excess in premature mortality was observed for men in the lowest social class compared with men in the highest social class during a 10-year study period. We examined stroke mortality by social class in the same population of men and found similar data than for population data among White men, but were higher for population data than for death data among Black men. Consequently, the mortality rates reported here for primary and secondary blue-collar workers may be underestimates for Whites and overestimates for Blacks. Our analysis assumes that social class based on current or most recent occupation as measured by the census (population denominators) is reasonably comparable to social class based on usual lifetime occupation as recorded on death certificates (decedent numerators). We indirectly evaluated this issue by examining the changes in social class distribution of four separate birth cohorts of men during a 10-year period. We found evidence of only very limited social mobility for each of these cohorts, and concluded that while an individual's specific occupation might change over the course of several years, there was little mobility from one broad social class to another. This finding was consistent with a previous study, which found the comparability of latest occupation and usual occupation to be 80% for White men and 70% for Black men. 45 
Conclusion
An important strength of the surveillance method developed here is its potential for geographic and racial/ethnic specificity. The census Public Use Microdata Sample data sets provide maximum flexibility in defining population denominators by age, gender, race/ethnicity, social class, and state or substate geographic areas. The inclusion of housewife as a legitimate occupation code in the census, and the collection of decedent occupation data in all 50 states, would permit state-based surveillance of social class and premature mortality for both men and women. g
